Section of Urology 1245 less than 200 mg/100 ml the course of action depends on the nature of the diagnosis; a relatively fit patient with oliguric uremia due either to a stone or benign prostatic hyperplasia is best treated by early definitive surgery. Nothing is gained by temporary drainage; indeed the risks from infection are greater. However, if the blood urea is less than 200 mg/100 ml and the patient is ill, or the biochemistry grossly abnormal, or the diagnosis obscure, then such a patient is best treated by dialysis and made fit for definitive surgery. In the present series of 200 obstructed patients, one-third were treated by dialysis for these reasons. (University College Hospital, London WC1) A good deal of histological studv has been done in the past on the organic changes found in the kidney after prolonged urinary obstruction (Hinman 1934 , 1945 , Strong 1940 , Sheehan & Davis 1959 , Govan 1961 ) and more recently in the multipapillary kidney of the pig (Matz 1969 The picture is a complicated one of progressive renal damage which shows considerable powers of recovery when the obstruction is relieved, but which nonetheless results in permanent loss of at least part of the damaged tissue. This recovery probably accounts for the difficulty of recognizing by histological means the less advanced stages of obstructive nephropathy at autopsy examination. In their advanced state these changes are often mistaken for chronic pyelonephritis (Heptinstall 1967) . Permanent functional changes persist even after a long recovery period.
From both animal and human studies it seems probable that during acute obstruction two radiological signs indicate the likely onset of renal damage. These are first, a poor 'nephrogram' during excretion urography, indicating a failure or delay of the contrast medium to reach the collecting tubules, and secondly, enlargement of the kidney compared with a previous radiograph on the opposite side.
Very little is as yet known about 'post-obstructive obstructive nephropathy', i.e. whether it predisposes the kidney to stone formation or renders this less likely; whether it increases the risk of infection; whether it may cause hypertension to develop; or what functional changes may be expected. But this condition is relatively common. A change very similar to obstructive nephropathy may occur in the absence of infection in cases of severe vesico-ureteric reflux.
The main clinical relevance is that this type of renal damage may occur in any case of partial obstruction of the ureter by a stone which is treated conservatively and that there is no reliable clinical evidence, apart from excretion urography and the two signs mentioned above, which shows that this damage may be occurring.
A second point of wider significance is the necessity for the effects of back pressure on the kidney to be recognized by the morbid anatomist. Until this can be done accurately the assessment of renal pathology must remain confused.
Radiology appears to be the most satisfactory way of recognizing obstructive atrophy of all stages during life (Hodson & Craven 1966) .
